Abstract Symptomatic epigastric hernia is rare in pregnant women. A case history, management of which prompted a systematic review of the literature and proposed plan for treatment of such cases, is hereby presented. There is paucity of information on management of this condition in the standard literature as searches in Pubmed, Science Direct, Hinari, Medline, African Journal Online, Bioone as well as Cochrane library revealed. There are two schools of thought for the management of hernias in pregnancy-watchful waiting and herniorrhaphy in pregnancy. There is no consensus or definite guideline on the management of epigastric hernias in pregnancy. Based on the literature review, a management algorithm is proposed, which combines the two schools of thought.
Introduction
Abdominal wall hernias are not common in pregnancy [1] . They are usually managed by the "watchful waiting" policy during pregnancy and treated definitively a few weeks after delivery [2] . Other studies however recommend herniorrhaphy during pregnancy, since antepartum complications outweigh elective operation in the case of irreducible hernias [1] . Literature searches through Pubmed, Medline, Hinari, Science Direct, Africa Journal Online, and Cochrane library, summarized in Table 1 , revealed treatment options for different types of hernias except epigastric hernias, and there was no consensus or official guidelines proposed for management of hernias as a whole in pregnancy.
Case Report
A 30-year-old multiparous woman, who was 30 weeks pregnant, presented with 1-month history of a reducible epigastric swelling which had become painful and irreducible over the past 2 days. She denied any bowel obstructive symptoms, chronic cough, or dyspepsia. On examination the patient was found to be afebrile and hemodynamically stable, and obstetrical examination confirmed a pregnant uterus consistent with 30 weeks' gestation. Examination of the epigastrium revealed a nonreducible, firm, tender bulge of 5 cm in diameter. A diagnosis of incarcerated epigastric hernia was made. She was admitted and had an urgent abdominopelvic ultrasound performed, which confirmed the diagnosis of an epigastric hernia, as well as a normal, live singleton fetus. Thirty minutes later, the swelling had reduced and the epigastrium was no longer tender. She was detained for observation for further 24 h and thereafter discharged home well for review at the outpatient department (both surgical and obstetric) with a plan for postpartum herniorrhaphy.
Discussion
Epigastric hernia is a hernia in the midline of the anterior abdominal wall between the umbilicus and the xiphisternum and through a defect in the linea alba. It accounts for 1 % of all hernias seen in hospital, but the true incidence may be higher because, as the majority of them are asymptomatic, many patients do not seek medical advice [3] . The incidence of epigastric hernias occurring in pregnancy has not been reported in literature.
A proposed algorithm for the management of epigastric hernias in pregnancy is drawn up in Fig. 1 . This proposes an approach toward epigastric hernias occurring in pregnancy, with a combination of watchful waiting and emergency herniorrhaphy depending on the clinical state on presentation.
Assessment of the mother should be done in conjunction with fetal monitoring. However, as a general rule, the condition of the mother should always take priority because proper treatment of surgical diseases in the mother will usually benefit the fetus as well as the mother [4] .
Conclusion
Non-obstetric surgical problems may complicate about 2 % of pregnancies, inevitably leading to the involvement of the general surgeon in the management of such a case [5] . A general surgeon will encounter pregnant women presenting with a variety of general surgical issues, elective, urgent, and emergent [5] . Therefore, the surgeon should have a basic understanding of the issues specific to pregnancy that make care more challenging for the pregnant woman presenting with a non-obstetric surgical problem [5] . There is no definite guideline on the management of hernias in pregnancy, more so epigastric hernia. The clinical management of a patient with a hernia in pregnancy then depends on the surgeon to whom the patient presents. Thus, all clinical decision-making skills of the experienced surgeon must come into play in order to make the correct therapeutic decisions when evaluating the pregnant patient in order to improve outcomes for the both mother and fetus [4] . An algorithm has been drawn up with a general approach toward the management of epigastric hernia in pregnancy. The final decision however depends on the discretion of the surgeon, with decisions made based on the clinical state of the patient on presentation, and sound clinical judgment supported by a team approach, necessary investigations, and evidencebased medicine. Gabriele et al. [2] Umbilical, Inguinal. Caesarean section with repair. Buch et al. [6] Groin, Umbilical. Watchful waiting strategy with post partum repair. Ghnnam et al. [7] Paraumbilical. Caesarean section with repair. Wai, PY et al. [8] Ventral Laparoscopic repair in pregnancy. 
